INTRODUCTION
Abdominal compartment syndrome (ACS) is characterized by intra-abdominal hypertension (IAH), elevation and splinting of the diaphragm, high pleural pressure, and poor venous return to the heart, producing low cardiac output and shock which, in turn, results in poor venous return across the capillaries setting a vicious cycle.
ACS and IAH affect all body systems, most notably the circulatory, respiratory, urinary and nervous [1] .
In 2006, The World Society of the Abdominal Compartment Syndrome (WSACS) established consensus definitions for IAH and for ACS: intra-abdominal pressure (IAP) is defined as the steady-state pressure concealed within the abdominal cavity, while ACS is defined as a sustained IAP ＞20 mmHg (with or without abdominal perfusion pressure ＜60 mmHg) that is associated with a new organ dysfunction/failure. In healthy individuals, normal IAP is ＜5 to 7 mmHg [2] .
The upper limit of IAP is generally accepted to be 12 mmHg by the WSACS, including the expected increase in normal pressure from clinical conditions that exert external pressure to the peritoneal envelope or diaphragm; this includes obesity and chronic obstructive pulmonary disease. In contrast, IAH is defined as a sustained or repeated pathologic increase in IAP ＞12 mmHg [3] .
Pre-existing comorbidities, such as chronic renal failure, pulmonary disease, or cardiomyopathy, play an important role in aggravating the effects of elevated IAP and may reduce the threshold of IAH that causes clinical mani- festations of ACS. Chronically increased IAP can give time for the body to accommodate increased IAP and can be achieve without developing ACS [4] .
Increased IAP impairs venous return and arterial inflow. Abdominal decompression is essential in its management, but ischemia-reperfusion injury may occur as a complication of decompression [5] .
ACS has been classified into primary, secondary, and including the female genital tract [6] . Retroperitoneal presentation is extremely rare and because of the uncommon anatomic location, the diagnosis and subsequent management of these patients tend to be difficult.
We report here one case of NHL as a rare primary retroperitoneal mass in an 80-year-old male patient who presented with IAH.
CASE REPORT
A patient, 80 years old, was admitted to an emergency surgery clinic with complaints of abdominal distention and not being able to pass gas or stool. He had a medical history of heart failure and was using beta blockers. He was admitted to the emergency clinic for distension a week prior. At physical examination there was abdominal distention, but bowel sounds were normoactive. Digital However, this algorithm was part of an integrated approach that Cheatham et al. [9] found to improve outcome and decrease hospital costs.
NHL rarely presents primarily with a pelvic or retroperitoneal mass; during post-mortem studies of NHL patients less than 1% incidence was demonstrated [10] . In our case study, the uncommon primary retroperitoneal NHL made the diagnosis more difficult, and even after the NHL was identified in the retroperitoneal space, IAP presentation did not occur in other cases. Our case study is the first with such clinical presentation submitted for publication.
Our case study is a reminder to include the differential diagnosis of NHL when a patient admits to emergency with increased IAP, at which time decompressive laparatomy might be considered as a first line treatment.
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